
ADMlNlSTRATlON FINANCING  

RETURN 16.  

RECEIVED: DATE  

15.  

NUMBER  

NEW  AS  

10 

AGENCY  

TITLE:  

DEPARTMENTOF HEALTHANDSERVICES HUMANFORMAPPROVED 
CARE HEALTH 0938-0193 OMB NO.

I TRANSMlTTAL STATE1. 	 2. 
IllinoisI O0-* 

TRANSMlTTAL AND NOTICE OF APPROVAL 
OF STATE PLAN MATERIAL 

FOR: HEALTH CARE FINANCING ADMINISTRATION 

TO: REGIONAL ADMINISTRATOR 
HEALTH CARE FINANCING ADMINISTRATION 
DEPARTMENT OF HEALTH AND HUMANSERVICES 

5. TYPE OF PLAN MATERIAL (CHECK One) 

3. PROGRAM IDENTIFICATION: TnLE XIX OF THE SOCIAL 
SECURITY ACT(MEDICAID) 

4. PROPOSED EFFECTIVE DATE: 
July 1,2000 

STATE PLAN 0AMENDMENT0NEW TO BE CONSIDEREDPLAN @ AMENDMENT 

COMPLETE BLOCKS 6 THRU IF THIS IS AN AMENDMENT (Separate Transmittal foreach amendment) 
STATUTE/REGULATION7.6. FEDERAL CITATION: FEDERAL Bur-- -ACT: 
42 CFR 431.11 8 Section 1902(a)(4) Socialsecurity Act a . F M m - $1,600,000 

b. F M  2001 -$,5 ., 6.00 ,o 00 
8. PAGE NUMBER OF THE PLAN SECTION ORATTACHMENT 9. PAGE NUMBEROF THESUPERSEDED PLAN SECTION 

OR ATTACHMENT (IFApplicable): 
ATTACHMENT pages127(A), 127(B) and 127(C) & 127 ( D )Attachment 4.19A. pages 127(A). 127(B) and 127(C) 

_ ( ' r  I I ,  , ,".:.;i'. I 

IO..~SUBJECT OFAMENDMENTMETHODSAND STANDARDS'FOR ESTABLISHINGINPATIENT RATES FOR HOSPITAL 
REIMBURSEMENT 

0 GOVERNOR'S REVIEW (Check One): ' 

0 GOVERNOR'SOFFICEREPORTEDNOCOMMENT 

0 COMMENTSOF GOVERNORS 

SIGNATUREOFFICIAL:OF 12. 

13. TYPEDNAME: Ann path 
. 

DIRECTOR 14. 

DATESUBMITTED s-27-00 

OTHER. AS SPECIFIED: 
Not SUBMITTED for review by prior 
approval. 

TO: 

ILLINOIS DEPARTMENTOF PUBLIC AID 
201SOUTH GRANDAVENUE, EAST 
SPRINGFIELD, IL62762 
ATENTION: Lynn Handy 

Deputy DIRECTOR 

FOR REGIONAL OFFICE USE ONLY 

17. APPROVED:18. DATE 4 I d o 1  
PLAN APPROVED-0 E COPY ATTACHED 

19. DATE OF APPROVEDEFFECTIVE MATERIAL: I 13o m  20. SIG 

[ J 
21. TYPED NAME: 

23. REMARKS: 

?M HCFA-179 (07-92) Instructions on Back 



07/99  

APPROVAL  

Rates  DHA  

EFFECTIVE  DATE  

Attachment 4.19-A 
Page 1 2 7 0  

STATE OF ILLINOIS 

METHODS AND STANDARDS FOR ESTABLISHING INPATIENT RATES FOR HOSPITAL 
REIMBURSEMENT: MEDICAL ASSISTANCE-GRANT (MAG) AND MEDICAL ASSISTANCE-NO 
GRANT (MANG) 

C.Direct CriteriaHospital ADJUSTMENT(DHA) 
-1. QUALIFYINGCriteria 

Hospitals MAYQUALIFYfor the DHA under this subsection C. under the 
FOLLOWINGCATEGORIES 
-a. Exceptforhospitalsoperated BYthe UNIVERSITYofIllinois,

children’s hospitals.PSYCHIATRICHOSPITALSrehabilitation hospitals 
..’ 	 and lona term stav hospitals; all other hospitals located in 

Health Service Area (HSA)6 that either: 
-I. were ELIGIBLEforDirectHospital ADJUSTMENTSunderthe 

CHAP protaram asof Julv 1, 1999. and had a Medicaid 
inpatient utilization rate (MIUR)EQUALto orGREATERthan 
the statewide meanin Illinois on Julv 1, 1999; 

-ii. were ELIGIBLEunder the Supplemental Critical Hospital
ADJUSTMENTPAYMENT(SCHAP) PROGRAMas of Julv1, 
1999, and hada MIUReaual to or areater than the 
statewide mean in Illinois on Julv1, 1999; or 

-iii. were countY-ownedhospitals as defined in 89 II. Adm. 
Code148.25(bMlMA). and had a MlUR eaual to or 
areater than the statewide meanin Illinois on Julv 1 
1999. 

-b. Illinois Hospitals located outside of HSA6 that have a MlUR 
greater than60 percent on Julv 1, 1999, and anAVERAGE lenath 
of stav less than ten DAYS The followinG hospitals are excluded 
from QUALIFYINGfrom this criteria: children’s hospitals: psYchiatric 
hospitals; rehabilitationhOSPitalS:and lona termstay hOSPitalS. 

- Children’s hospitals, as defined under Section ll.C.3. on Julv 1C. 
1999. 

-d. Illinois Teachina hospitals with more than40 GRADUATEmedical 
education PROGRAMSon Julv 1, 1999. not QUALIFYINGin 
subsections C.l .a.. b. or c. above. 

7/00 -e. Except for hospitals operated bv the UNIVERSITYof Illinois, 
children’s hospitals. Psychiatric hospitals. rehabilitation 
hospitals. lona term stav hospitals and hospitalsQUALIFYINGin 
subsections (C)(lNa),(b),(c)or (dl above, all other hospitals 
located in Illinois that had a MlUR eaual to or areater than the 
mean plus one-half standard deviation on Julv 1, 1999, and 
provided more than15,000Total days. 

07/00 -D. and PAYMENTS 
-1. Forhospitals qualifYinGundersubsection C.l .a.above,theDHArates 

are as follows: 
-a.HospitalsthathaveaCombinedMlURthatiseaual to orareater 

than the Statewide mean Combined MIUR, but less one 

.~, 

’,% 
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standard deviation above the Statewide mean Combined MIUR, 
will receiveL 

$115 Der davP 

-b. HOSPITALSthat have a Combined MlUR thatis eaual to or GREATER 
than one standard deviation above the Statewide mean 
Combined MIUR. but less than one and one-half standard 
deviations above the Statewide mean Combined will 
receive [ 

$155 Der dav 1 
CARE 


- HOSPITALSthat have a Combined MlUR thatis eaual to or GreaterC. 
than one and one-half standard deviations above the Statewide 
mean Combined MIUR. butless than two standard deviations 
above the Statewide mean Combined MIUR.will receive $80 

$175 Der d a v l . 
- 7/00HosPitals that have a Combined MlUR thatis equal to ord. 

greater thantwo standard deviations above the Statewide mean 
Combined MlURwill receive 
P$195 Der dav 

7/00 2, HOSPITALS-	 QUALIFYING undersubsection C.l .a.above, will alsoreceivethe 
followinGrates: 
-a. HosPitalswithmorethan 30.000 Total DAYSwill havetheirrate 

increased bv!H65 $455 Der daY 
-b. Hospitals with more than 80.000 Total DAYSwill have their rate 

increased bv an additional $410Der daY 
C.-	 HosPitalswithmorethan4,500Obstetrical DAYSwill havetheir 

rate increased bv$110 Der daY 
-d.  HosPitalswith more than 5.500 Obstetrical DAYSwill have their 

rate increased bv an additional$3?5$185 Der daY. 
-e. HosPitalswithanMlUR rate Greaterthan74percent will have 

their rate increased bv $160 DerdaY 
-f. Hospitals with an averaGe lenath of stav less than 3.9 DAYSwill 

have their rate increased bv$45 per daY. 
-3. Hospitals QualifYinGundersubsection C.l .b.above will receivethe 

followinGrates: 
-a.QualifYinG hospitals will receive a rate of $330 per daY. 
-b. QualifYinG hospitals with the more than 1,500 Obstetrical dAYs 

will have their rate increased bv$225 Der daY. 
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7/00 QUALIFYING under above- 4- HOSPITALS subsection C.l .c. will thereceive 
followinG rates: 
-a. HosPitalswill receivearateof $30 Derdav. 
-b. HosPitals located in Illinoisand outsideof HSA 6.that have a 

Medicaid inPatient utilization rate areater 60 Percent.will 
have theirrate increased bv$60 Der dav. 

- Hospitalslocated in Illinoisandinside HSA 6.thathaveaC. 
Medicaid inPatient utilization rate areater 80percent. will 
have their rate increasedbv $3$6 $325Der dav. 

-d. Hospitals that are not located in Illinoisthat have a Medicaid 
inPatient utilization rate areater than 45 Percentwill have their 
rate increased bv$35 Der dav. 

-e. HosPitalswithmorethan 3.200Totaladmissions will havetheir 
rate increased bv!W5 $175 Der dav. 

-5. HosPitals QualifYinG under subsectionC.l .d. of this Section will receive 
the followinG rates: 

7100 HosPitaLs $45receive dav.ratea-a. of 
-b. Hospitals with a MIUR between 18 Percentand 19.75 Percent 

will have their rate increased bv an additional$15 Der dav. 
- Hospitals with a MlUR eaual to or areater than 19.75 percentC. 

will have their rate increased bv an additional$50 Der dav. 
7/00 6.- - HosPitalsQualifYinG undersubsectionC1.eabovewillreceive$25 

Derdav. 
87 HosPitalsQualifYinG under subsection C.l .a.iii.above will havetheir 

rates multipliedbv a factor oftwo. 
- Pavments under this subsection C. will be made at leastQUARTERLY8. 

beainnina with theQUARTERending December 31, 1999. 
-a.PAYMENT rates will be MULTIPLIEDbv the Total DAYS 
-b.TotalPaYmentAdJustments 

-I. For the CHAP ratePeriodoccurrinG in Statefiscal Year 
2000.total Pavmentswill eaual the methodoloGIes 
described above, less the amount the hospital received 
under DHA and SCHAPfor the Quarter beainnina July 
1, 1999. For hosPitals not QualifYinG for CHAP, DHA 
and SCHAP PaYments forthe Quarter ending 
SePtember 30. 1999, total PaYmentswill eaual the 
methodoloGies described above. 

-II. ForCHAPrate periods occurrinGafterStatefiscalvear 
2000.total Pavmentswill eaual themethodoloGies 
described above. 
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TN # 00-8 
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- Payments under this subsectionC that are made toiii. 
disproportionate share hospitals in accordance with 
Chapter VI.C.7 will be considered to be 
disProportionate share payments. except for 
.payments made tohosPitals-asdefined inChapter
XIII. 
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